Conclusions: CSS is a superb resource if utilised properly. We have provided the legal framework and protocols required along with a detailed review of practical considerations to enable successful CSS. http://dx.
Introduction: Pharyngocutaneous fistula following total laryngectomy contributes to patient morbidity and mortality from prolonged hospitalisation, delayed oral feeding, increased risk of catastrophic vascular haemorrhage and delays to commencement of adjuvant radiotherapy. The experience at our institution has evolved with respect to standardisation of perioperative management of these patients since mid-2013 that has seen a marked reduction in the fistula rate. The changes instituted are simple interventions related to meticulous pharyngeal closure technique, a novel dressing technique and prolonged postoperative metronidazole administration. Aims: To assess the independent effect of the change of practice on the fistula rate at our instituition. Methods: Here we present a retrospective review of a cohort comprising consecutive patients undergoing total laryngectomy between January 2010 and August 2015. Results: The total fistula rate was 10 percent in the cohort of 80 patients. A dramatic reduction can be seen comparing the groups before and after the change of practice -16.3 percent (8/49) versus 0 percent (0/31). The groups are otherwise similar accounting for known predictors including salvage surgery. Here, we present a statistical analysis of the attributable effect of each standardised intervention. Background: Diagnosing internal hernia after gastric bypass is still demanding, even with advanced CT scanning Methods: Patients who had diagnostic laparoscopy for abdominal pain after LRYGB over the period from 2013-2015 in our institute were included. Results: Out of 23 patients, 16 patients had IH found during diagnostic laparoscopy. Six (37.5%) of those patients had their Peterson and mesenteric defects closed during primary surgery. Median age at primary procedure was 43years. Median BMI at primary procedure was 46.5kg/m2.The median time of presentation with abdominal pain post bypass was 1.5 years. At the time of the presentation the median excess weight loss was 68% and median BMI 33.3 kg/m2. Commonest sign at CT was "Swirl sign" 7/16 (44%) and "mesenteric oedema" 7/16 (44%). 6/16 (38%) had 2 or more signs while 5/16 (31%) had no signs. Seven cases of no internal hernia. Even in these patients Swirl sign was present in 3(43%) and mesenteric oedema in 2 (29%). 3(43%) had 2 or more of 9 previously documented CT signs pre-operatively. Pre-operatively 3(43%) had no signs at CT. Conclusion: This study shows that the absence of CT finding should not preclude laparoscopic examination to rule out IH. Aims: De novo post-operative atrial fibrillation (POAF) may increase morbidity, hospital stay and healthcare expenditure. This study aims to determine the perioperative factors correlating with POAF and whether these may be modified to reduce its incidence. Methods: The records of all patients undergoing anatomical lung resection from July-December 2015 were retrospectively reviewed. Patients treated with long-term antiarrhythmic therapy (excluding beta-blockers) or a history of arrhythmia were excluded. Results: POAF occurred in 13.9% (29/209) of patients at a mean of 3.97 days post-operatively and significantly increased hospital stay (7.0±4.8 vs. 11.5±6.6 days(p¼0.0014)). No correlation was found with gender, hypertension or ischaemic heart disease. However, older age (p¼0.003, r 2 ¼0.04), post-operative infection (p<0.0001; Chi 2 ¼15.6) and an open rather than VATS approach (open 20/105 (19.0%); VATS 9/94 (9.6%); p¼0.032) were found to be significant uni-and multi-variate predictors of POAF occurrence. Notably, 27.6% (8/27) of patients failed to be cardioverted and remained in AF on discharge, 4 of whom required long-term anticoagulation. Introduction: 15-20% of low rectal cancers achieve full response to long course (LC) chemoradiotherapy (CRT). A protocol for non-operative management of "complete responders" was started in January 2007 for this select group of patients. It was the patient's free choice of declining surgery after being fully informed on three occasions. Methods: 14 patients were followed up after complete response. A local protocol (no formal national guidelines) was used involving five years of regular Magnetic Resonance Imaging (MRI), Endoscopic Ultrasound (EUS) and Examination Under Anaesthetic (EUA) of anorectum under general anaesthetic. Colonoscopy and Computer Tomography (CT) chestabdomen-pelvis (CAP) were done at year two and five. Results: Seven are still disease-free and under surveillance. Three had recurrence; two underwent abdomino-perineal excision of the anorectum and one underwent ultra low anterior resection, all with R0 resections and still disease-free. Four were unfit for surgery and had transanal procedures with suspicion of disease; all had tumour-free specimens, are still diseasefree and under surveillance. Conclusions: This protocol and management is fully in line with current literature and best evidence and there has been no compromise to patient care. However, this study is low numbers and larger trials/studies are needed. Introduction: Amiodarone can be a life-saving medication; however it also has multiple side effects, for example; amiodarone-induced thyroiditis (AIT). AIT is rare, (incidence of 3-5%[1]), complex and life-threatening. AIT can cause significant cardiac dysfunction and cardiac failure. Medical management in Australia consists of cessation of amiodarone, prescription of thionamides, percholates and steroids.[2] However, a small sub-group don't respond and are referred for a semi-elective total thyroidectomy. These are complex surgical patients with hyperthyroidism, the potential for thyrotoxic crisis, and end-stage cardiac failure. However without surgical removal of their thyroid gland they will continue to deteriorate, with a mortality rate of 30-50%. [3] . Method: Due to the rarity of this condition, a case series was used to evaluate the role of surgical management of AIT in those who have failed medical treatment. Results: Patients were analysed with respect to; duration of trial of medical treatment, pre-medical treatment cardiac function, pre-and postoperative cardiac function, surgical complications and survival. Their results were compared to those of non-AIT patients undergoing total thyroidectomy. Conclusions: Total thyroidectomy in patients with AIT shows comparable clinical outcomes to total thyroidectomies for other indications. It also restores euthyroidism and reduces mortality risk in patients with AIT. 
